Emergency medicine and critical care medicine are natural partners-both specialties exist to deal with critically ill patients in need of life saving interventions. There is no area more important than the establishment and maintenance of a patent airway, the cornerstone of modern resuscitation [1, 2] .
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The 'ABC' paradigm of cardiopulmonary and trauma resuscitation was developed by physicians with knowledge and expertise in emergency medicine (both within and outside the hospital environment) and in anaesthesiology and critical care [3, 4] . Indeed, in many parts of Europe, the emergency physician is often a trained intensivist working in the prehospital arena [5] doing what many of us would call immediate medical care or prehospital emergency medicine, such is the degree of overlap between these disciplines.
The continuing development of ultrasound in critical care gives physicians in both disciplines opportunities to minimise complications from central vascular access procedures by improving visualisation of blood vessels for cannulation [6] . Bedside echocardiography has become an indispensable part of critical care practice in the emergency department (ED) and the intensive care unit to exclude cardiac tamponade and to rapidly evaluate cardiac function [7] .
Early critical care in the ED in the management of trauma [8] and sepsis [9] has been shown to be of importance in minimising avoidable deaths. Early invasive ventilation in the emergency department is performed in many departments by emergency physicians, particularly for trauma and respiratory failure [1] . The management of shock using invasive haemodynamic monitoring and early vasopressor and inotrope therapy has been shown in landmark studies to improve outcomes in sepsis [9] -this means that the equipment to undertake these procedures must be available and utilised in the ED. Non-invasive ventilation is also increasingly provided in the ED [10] .
These critical care techniques demand skills that until recently have not been part of the armamentarium of emergency physicians in many parts of the world. It is imperative that we collaborate closely with our critical care medicine colleagues and embrace these techniques. Our nursing colleagues will also need support to learn the importance of these procedures and the practicalities of nursing patients who need them in the ED setting. The demands of critical care in the ED on nursing time should not be underestimated: in this issue O'Connor reports experience from Dublin that each critically ill patient takes up over three hours of ED nursing time [11] . Sufficient resources need to be provided to support ED critical care activities.
Close working relationships are necessary with the intensive care units that our ED's refer to, to maximise teaching opportunities, perform joint research studies, and improve the standard of critical care we provide to our sickest patients [12] . Emergency medicine developed to provide expert resuscitation to critically ill patients: improved collaboration with our critical care partners will enhance the care that we can provide to our patients and hopefully lead to improved outcomes.
